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Intussusception in adults, although a rare condition, usually has an identifiable etiology. This is in contrast to common occurrence of idiopathic intussusception in pediatric 
population [1]. In adults, there is common evidence of an 
existing “lead point” for the invaginated part, which is rarely an 
intraluminal lipoma [2].
Gastrointestinal tract lipomas are rare. However, they are 
found to be the most common benign nonepithelial tumors of 
alimentary tract [3], frequently located in the large bowel [4], 
mainly in submucosal or subserosal area [1]. The diameter 
of these tumors sometimes exceeds 5 cm, which is defined 
as “giant lipoma” [5]. The lipomas are mostly asymptomatic. 
However, in some circumstances, they lead to abdominal pain, 
change in bowel habit, gastrointestinal bleeding, obstruction, and 
intussusception [3,6,7].
CASE REPORT
A 37-year-old man presented with a 4-week history of rectal 
bleeding. There was a gradually worsening colicky left upper 
quadrant pain associated with 2 kg weight loss within this period. 
On examination, hemodynamic parameters were stable. The 
patient had no guarding or point tenderness in his abdominal 
area. No palpable masses were found. General examination 
was unremarkable. There was no significant medical, social, or 
drug history. All hematological and biochemical investigations 
were normal. Colonoscopic examination showed a 2 cm × 3 cm 
ulcerated polypoid lesion in the descending colon, 33 cm proximal 
to the anal verge (Fig. 1), which prevented further progression of 
the endoscope. A biopsy was obtained from the aforesaid lesion 
that showed ulcerated colonic mucosa with regenerative changes 
and no evidence of neoplastic process.
Abdominopelvic computed tomography (CT) scan revealed 
an intraluminal large, round, homogeneous, hypoattenuated mass 
which represents a lipoma in the proximal portion of the transverse 
colon with the approximate diameter of 54 mm (Fig. 2a), and 
a mild-concentric wall thickening at the distal portion of the 
descending colon, an evidence of colocolic intussusception 
(Fig. 2b).
The patient underwent laparotomy. During the operation, the 
bowel wall was found to be edematous but viable. The lipomatous 
lesion of the transverse colon was resected successfully, and 
conclusive diagnosis of a submucosal lipoma of the transverse 
colon was achieved through histopathological examination 
(Fig. 3). In addition, the mass-like lesion found in the descending 
colon on colonoscopy was also resected and confirmed to be only 
a colocolic intussusception with no evidence of tumoral lesion. 
The patient had successful recovery after surgery and uneventful 
follow-up within 1 year post-operation.
DISCUSSION
Bowel intussusception in an adult is a rare condition presenting 
with non-specific and long-standing symptoms which may 
cause delay in diagnosis [8]. There is often an organic etiology 
found in adult colocolic intussusception which may be a benign 
or malignant lesion, with almost equal frequency [9]. Several 
cases of adult colocolic intussusception have been reported in 
association with colonic lipoma. In the review article by Azar 
and Berger [10], 57% of adult cases with colonic intussusception 
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had a benign lesion such as lipoma, adenoma, and lymphoid 
hyperplasia and 43% of cases harbored a malignant neoplasm, all 
of which were adenocarcinoma.
Our case presented with non-specific gastrointestinal tract 
signs and symptoms and found to have a mass-like lesion in 
descending colon on colonoscopic examination. However, the 
pathological examination of the taken biopsy did not reveal any 
neoplastic process. Further investigation by abdominopelvic CT 
scan showed a giant lipomatous mass in transverse colon and wall 
thickening in the descending colon suggestive of intussusception.
Since large colonic lipomas are rare and may have variable 
clinical presentation, they may cause confusion with more 
serious lesions. Therefore, diagnosis before surgery is important 
and needs more attention [11]. Lipomas have relatively typical 
characteristic feature on CT scan, and this diagnostic modality 
should be considered in suspected cases before surgical 
intervention [12]. No treatment is usually indicated for majority 
of cases, especially for asymptomatic and small size lipomas. 
However, a small proportion of them, mostly those with more 
than 2 cm diameter, may become symptomatic [13], with a rare 
complication of intussusception [14].
According to Jiang et al., surgery is indicated for the lipoma 
of more than 4 cm diameter, complicated lipoma such as those 
associated with intussusception, when there is no clear diagnosis 
prior to surgery, and involvement of muscularis propria or 
serosa, when there is limitation for complete resection thorough 
colonoscopy [15].
CONCLUSION
This case highlights that the possibility of colonic intussusception 
should be borne in mind when facing an adult patient with 
chronic and non-specific gastrointestinal tract symptoms and it 
may even appear as a mass-like lesion on colonoscopy. In adult 
intussusception, an organic lesion is identifiable in most cases 
and proper diagnostic modality should be applied to increase the 
accuracy of pre-operative diagnosis and to prevent unnecessary 
radical resection.
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Figure 1: A polypoid lesion in the descending colon found on 
colonoscopy
Figure 3: Microscopic feature of the lipoma of transverse colon. 
Lobules of mature adipocytes are seen in submucosa of colonic tissue 
(H and E, ×40)
Figure 2: (a) Abdominopelvic computed tomography scan. A lipoma 
in the transverse colon just distal to the hepatic flexure. (b) Mild-
concentric wall thickening at the distal portion of the descending 
colon, an evidence of colocolic intussusception (arrow)
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